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Abstract
Background: Psychiatric inpatient readmission of mentally ill homeless men is greater
than that of the overall population. Substance use disorders co-occur with high prevalence in
patients diagnosed with mental illness. For mentally ill homeless individuals discharged after
inpatient treatment, substance use disorder negatively impacts health behavior, and medication
non-compliant, resulting in hospital readmission.
Problem: In an acute care psychiatric facility in Northern California, the greatest
readmission after inpatient hospitalization occurs at 53.9% in a week and 74.8% in two weeks of
discharge. For homeless individuals, substance use disorder complicates personal problems and
decreases the likelihood of a long-term exit from homelessness. As a result, hospital
readmissions among the homeless population are higher than in the general population. One of
the problems faced by this unit is frequent readmissions of the same group of homeless patients
two to three times every month (24-36 times per year).
Methods: Implementing a nurse navigator program in the mental health unit is
anticipated to improve the transition of care between the inpatient setting and the facility's other
mental health outpatient clinics. The goal of this nurse navigator is to ensure that patients are
medication compliant immediately after discharge from the inpatient unit and can keep
outpatient appointments to support medication compliance.
Conclusion: Evidence from the published literature presented a compelling need to
include follow-up care, comprehensive discharge planning, and nurse navigation.
Keywords: homelessness, hospital readmission, substance use disorder, nurse navigator,
and discharge planning.
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Reducing 30-Day Hospital Readmission Among Mentally Ill Homeless Men with
Substance Use Disorder
Homelessness can take various forms, from having no home or permanent dwelling place
to being marginally housed, as in "sofa surfing" or living "rough" on the street, in an
encampment, or a temporary shelter or hotel room. Substance use disorders are more prevalent in
the homeless population than in the population at large (Stringfellow et al., 2016). Research on
mental illness, homelessness, and substance use disorder show the interconnectedness of these
conditions. Hospital readmissions of mentally ill homeless patients are also higher than for the
general population. As a result, hospital readmission rates for homeless people are more
significant than the overall population (Saab et al., 2016). For mentally ill homeless individuals
discharged after inpatient treatment, substance use disorder exacerbates health, behavior, and
medication non-compliance issues, often resulting in hospital readmission within 30 days.
Nonadherence to psychiatric treatment is a common problem in individuals with a dual diagnosis
of mental illness and substance use disorder (Maremmani et al., 2022).
Repeated readmissions have substantial financial implications for the hospital. The
Hospital Readmissions Reduction Program of the Affordable Care Act compels the Centers for
Medicare and Medicaid Services (CMS) to decrease reimbursement to hospitals with "excessive"
readmissions. Under this law, hospitals cannot turn patients away based on their status (CMS,
2016). However, homeless individuals with substance use disorders have complicated personal
problems that reduce the likelihood of a long-term exit from homelessness (Flanagan & Briggs,
2015). In addition, homeless patients with mental health conditions frequently return within 30
days to the emergency department (ED) to be readmitted (Lam et al., 2016). This manuscript
reviews evidence from the published literature on reducing hospital readmission among
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homeless mentally ill men with substance use disorder and proposes alternatives to standard
practice in addressing this healthcare problem.
Background
A 19-bed acute psychiatric inpatient unit in the Central Coast area of Northern California
experiences frequent readmissions of homeless patients with multiple diagnoses of mental illness
and substance use disorder. One of the problems this facility faces is frequent readmission of the
same homeless patients with substance use disorder two to three times every month. For
example, a homeless patient may be admitted on a 5150, a 3-day psychiatric hold for either
danger to self, danger to others, or gravely disabled. Homeless patients are typically hospitalized
between five to seven days, unlike other patients, due to medication non-compliant postdischarge. In this hospital, patients are given medication prescriptions on paper and a list of
homeless shelter addresses upon discharge.
The patients often do not fill their prescriptions even when they have specified a
pharmacy location. When the discharged homeless patients start experiencing hallucinations,
delusions, and paranoia, many will turn to illegal substances such as street versions of
amphetamines (aka “crystal meth”), cocaine, heroin, and marijuana which may lead to overdose
or worsen existing mental illness. These homeless patients often return to the emergency room
(ER) complaining of suicidal/homicidal ideation and are readmitted to the mental health unit.
Most of the time, the prescription written at discharge is still in their belongings, an indicates that
non-compliance with discharge medications and possibly self-medication with illegal substances
contribute to hospital readmission. Another problem with homeless individuals is insufficient
discharge education. According to Lam et al. (2016), homeless patients presenting with mental
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health conditions were more likely to return to the ED within 30 days and be readmitted to the
hospital.
Generally, the homeless discharge practice at the psychiatric inpatient unit is to send
patients out with a paper prescription but without close monitoring. The proposed solution is to
establish a team approach with a psychiatrist, psychiatric nurse practitioner, nurse, and social
worker. This solution involves creating a comprehensive discharge plan that includes placement
for homeless individuals. It will also require a part-time, non-benefited position for a registered
psychiatric nurse to visit the homeless patients in their encampments two to three days postdischarge.
Literature Review
Search Methodology
The PICOT question that guided the search methodology is: In homeless psychiatric
patients recently discharged from the inpatient unit (P), how does weekly follow-up by a
registered nurse (RN) (I) compared to no RN follow-up (C) affect medication compliance and
hospital readmission rate (O) within three months (T)? A literature search was carried out in the
Comprehensive Index of Nursing and Allied Health Literature (CIHAHL) and PubMed
databases to identify evidence-based journal articles relevant to the PICOT question published
between 2015 and 2021. The initial Boolean search terms in CINAHL were
"readmission AND mental illness AND homelessness OR substance abuse."
Only homeless AND readmission" was used in PubMed. The initial search yielded 493 articles
from CINAL and 160 from PubMed. The selection was narrowed by including only peerreviewed research articles published in English-language medicine and nursing journals.
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Further inclusion criteria were research design (randomized control trial, qualitative,
quantitative, systematic, and meta-analysis), interventions, practice guidelines, and subject
headings of homelessness and mental illness. With the inclusion criteria applied, 89 articles were
candidates for review, of which 43 were duplicates. Seven studies were selected for inclusion in
the review based on significance to the topic and relevance to the PICOT question. The studies
were critically appraised with the Johns Hopkins Research and Non-Research Nursing EvidenceBased Practice appraisal tools, which provide criteria for evaluating the strength and quality of
evidence (Dang & Dearholt, 2018). See Appendix for Evidence Table.
Integrated Review of the Literature
Early work by some scholars has pointed out that reducing hospital readmissions will
make the healthcare system a profitable venture. For example, Bring et al. (2020) conclude that
post-hospital medical respite care for homeless people in Denmark significantly improved costeffectiveness after 6 to 12 months of collaborative solutions covering health, housing, and social
welfare sectors. In addition, the researchers identified housing and shelter to prevent
rehospitalization and meet the needs of those experiencing homelessness.
Likewise, in their randomized control trial, Botha et al. (2018) assessed the readmission
rate for patients with severe mental illness in a developing country using a telephone-based
intervention. Researchers identified the need for services incorporating a unique approach to
support the distinct population of substance-using mental health services. These services will
help in reducing hospital readmissions.
In a longitudinal randomized controlled trial by Currie et al. (2018), the authors identified
economic impediments and social disparity as the cause of hospital readmission. Study findings
indicated that timely post-discharge care is necessary but insufficient to reduce the risk of
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readmission among the homeless and mentally ill. Currie et al. (2018) found no association
between timely outpatient follow-up and the likelihood of rehospitalization in the homeless,
mentally sick cohort. This study indicated a compelling need to address housing as an integral
component of hospital discharge planning. The researchers believed that providing universal
medical services in the provinces would reduce homeless readmissions in Vancouver, Canada.
A randomized control trial by Roos et al. (2018) investigated the use of specialized
mental healthcare services concerning costs for patients with serious mental illness in the first 12
months after discharge from a mental health hospital. The study compared community residential
aftercare to treatment with outpatient care provided by municipal health services. The results
showed that total costs for all mental health services for 12 months were 38.5% lower for
patients randomized to the CRA (mean differences − 23,071 EUR, 95% CI -45,450 to 3027, p =
.057) (Table 6). This was mainly due to lower inpatient costs which had a mean difference of −
17,741 EUR (95% CI -36,824 to 4503, p = .042) in favor of the intervention. Thus, the results
indicated that transferring patients from a mental hospital to community residential aftercare can
reduce total health services and costs. Importantly, although using fewer services, the point
estimate for the number of inpatient admissions and readmissions was 18 percent (− 0.9 entries)
and 42 percent (− 0.8 readmissions) lower in the intervention group, showing at least no major
worsening in the intervention group.
In a cross-sectional design, Chen et al. (2018) examined whether the local health
department's (LHD) roles in promoting mental health care were connected to reducing 30-day
readmission rates. The researchers used data sets for 2012 and 2013 collected from multiple
sources. Patients were provided with special preventive care like screening, case detection,
identifying and tracking vulnerable ones among the population in the study, and those not
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following the treatment plan. In addition, the patients were monitored for adverse outcomes after
discharge, and treatment was provided for resistant or complex cases. Results showed no
significant difference in the relationship between LHDs provision in preventing mental health
care services and the likelihood of having any 30-day readmissions.
DeCaporale et al. (2017), in a seven-week pilot study, incorporated behavioral health that
involved an interdisciplinary team that worked with 17 patients following hospital discharge. In
this study, patients' prescribed medications reduced an average of 15.5 patient compliance to
13.1 patient compliance on each team appointment. In addition, the results showed that 15 out of
17 individuals studied avoided hospital visits from 30 to 90-day intervals, reducing
polypharmacy.
Wyer et al. (2016), in a non-research case study for quality improvement, examined
nursing education in knowledge translation for reduced 30-day hospitalizations of patients with
heart failure in a 201 -bed community teaching hospital in Northern Manhattan, New York City.
Hospital staff who cared for heart failure (HF) patients attended a three-day innovative capacitybuilding conference in evidence-based health care from 2009 to 2011. The results showed a 30day decrease in readmissions from 23.1% to 16.4% (adjusted OR = 0.64, 95% CI = 0.42–0.97)
during the year following implementation. The intervention hospital experienced a significant
fall in readmission rates for heart failure patients, while those at the nearby university hospital
decreased minimally and non-significantly. Overall readmission rates at Allen Hospital did not
vary during the same time interval (10.7% for 2010 and 10.4% for 2011). The result of the above
case study shows that nursing education help to keep patient from readmission.
Clinical Implications
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This manuscript explored evidence in the literature for reducing 30-day hospital
readmission among homeless men with mental illness and substance use disorder. Evidence from
the reviewed articles suggests that changes to current standard practice in post-treatment
discharge of this population can reduce hospital readmission rates. For example, Roos et al.
(2018) demonstrated the potential of community residential aftercare to partially reduce total
health service consumption and costs by decreasing readmission rates. Other studies (Botha et
al., 2018; Bring et al., 2020; Currie et al., 2018; DeCaporale et al., 201) produced positive
outcomes of appropriate discharge follow-up, post-hospital placement, and special care and
services.
All the articles consistently pointed toward having good discharge plans and placement
services for discharged homeless patients to reduce hospital readmissions. However, limitations
noted in some of the studies (Botha et al., 2018; Currie et al., 2018; Roos et al., 2018) were small
sample sizes, possible flaws in the randomization of patients in controlled trials, and relatively
short duration of follow-up data collection. In addition, (Currie et al., 2018) noted that current
discharge planning fails to sufficiently detail the housing needs of patients upon discharge.
Proposed Interventions.
The DNP student's intervention to reduce 30-day hospital readmissions in homeless
patients with mental illnesses involves providing medication at hand upon discharge in-house
and re-training nurses for discharging homeless patients. Kessler & Bjorklund (2020) examined
the impact of nurse-led medication education on adult patients discharged from a Midwest
psychiatric veteran hospital. According to data obtained after the teaching, there was some
improvement in the medication adherence rate by the patients who participated in the nurse-led
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medication teaching. The results showed that self-reported medication adherence following
nurse-led medication teaching was 73-85%.
In addition, patient education on the importance of medication adherence before release,
combined with a teach-back technique/ method, in which the patient will verbalize the
information received back to the discharge nurse. Furthermore, this process will link the
communication disparity between the patient and the nurse.
Another proposed intervention is to provide follow-up care by making an outpatient
appointment to see a psychiatric mental health nurse practitioner twice a week. Patients will be
additionally offered subsequent visits by a psychiatric nurse "nurse navigator" for the first-week
post-discharge. The nurse navigator's job will ensure that discharge medications are taken as
prescribed, and that follow-up appointment are kept. For example, Bring et al. (2020) concluded
that post-hospital medical respite care for homeless people in Denmark led to significant
improvements in cost-effectiveness after 6 to 12 months of collaborative solutions covering
health, housing, and social welfare sectors.
In addition, Bring et al. (2020) identified that proper housing and shelter can prevent
rehospitalization and meet the needs of those experiencing homelessness. Likewise, in their
randomized control trial, Botha et al. (2018) assessed the effect of a telephone-based approach on
reducing hospital readmissions for patients with mental illness in third-world countries.
Researchers identified the need for services that incorporate a unique system to support the
distinct substance use population and mental health services. These services will help in reducing
hospital readmissions.
Discussion
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Implementing this nurse navigator project could reduce hospital readmissions of
homeless patients diagnosed with mental illness and substance use disorder. Evidence from the
articles reviewed suggests that changes to current standard practice in post-treatment discharge
of this population can reduce hospital readmission rates. For example, Roos et al. (2018)
demonstrated the potential of community residential aftercare to partially reduce total health
service consumption and costs by decreasing readmission rates. Other studies (Botha et al., 2018;
Bring et al., 2020; Currie et al., 2018; DeCaporale et al., 2017; Saab et al., 2016) produced
positive outcomes of appropriate discharge follow-up, post-hospital placement, and special care
and services.
Limitations
Project limitations are constraints on the DNP student's time and the homeless patients'
inability to trust anyone outside their community. As a result, the DNP student experienced many
setbacks in implementing this project. These problems could range from unconscious biases
among nurses to the hospital management's initial lack of support, which will be mitigated by the
DNP student working as the nurse navigator during project implementation.
Conclusion
This manuscript examines the evidence for reducing hospital readmission among
homeless patients with substance use disorder. Homeless patients with mental illness and
substance use disorders are hard to reach in the United States. Therefore, this paper reviewed
evidence-based journal articles that reduce hospital readmission in this population. The evidence
for best practices in discharge planning includes discharge follow-up support, re-training of
nurses on homeless discharges, special services such as medical respite care, and placement.
Provision of discharge medication at hand and recruiting a part-time nurse navigator to monitor
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medication adherence the first two days of patient discharge from this unit will reduce short-term
and long-term readmission. In addition, the research discussed in the literature review suggested
that providing housing and follow-up care will help reduce hospital readmission within 30 days
of discharge.
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Classification of
Disease (ICD),
Healthcare Cost and
Utilization Project
(HCUP),
Odd ratio (OR)

Measurement of
Major Variables

Dependent
variable
Rate of hospital
readmission.
Independent
variables.
-Preventive care
screening
-case detection,
identifying, and
tracking patient
that is at high risk
of those at high
risk for
deteriorating and
those not sticking
to the treatment
plan
-structuring
follow-up,
monitoring
outcomes,
providing targeted
services for
treatment-resistant
or more complex
cases

Data Analysis

The results
showed that
LHDs' direct
provision of
mental health
preventive
care, services,
and adults 65
and above
(OR=0.61,
P<0.001;
OR=0.63,
P<0.001; and
OR=1.04, not
significant).
(ORs range,
0.69-0.74,
P<0.001 for
adults 18-64;
and 0.57-0.59
for adults 65
and above).
ORs of LHD
activities were
for adults 1864 with
substance use
disorders (ORs
range, 0.69-

Study
Findings

The
researchers
found that
hospitalized
patients who
reside in the
communities
where the
local health
department
provides direct
preventive
mental health
services are
notably less
likely to the
hospital within
30 days of
discharge.
When
compared to
those in a
community or
city where
they did not
receive help or
assistant from
their local
county health

Level of Evidence (Critical
Appraisal Score) / Worth to
Practice /
Strengths and Weaknesses /
Feasibility /Conclusion(s)
Recommendation(s) /
Level of Evidence: Level I11
It is non-experimental study
Strengths and Weaknesses
Maryland state data were used,
the findings may not
generalize to other states in the
United States.
Conclusion
The results suggest that
Maryland LHDs that engage in
mental health prevention,
promotion, and coordination
activities are expected to
create benefits for residents
and the health care system at
large.
Recommendation
Additional research is needed
to determine if these results
are generalizable to other
states. The extent to which
LHD resources are used may
reduce racial and ethnic health
disparities in Medicaid.
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Purpose of
Article or
Review

Design /
Method /
Conceptual
Framework

Sample /
Setting

Major Variables
Studied (and their
Definitions)

Measurement of
Major Variables

Data Analysis

Study
Findings

0.74, P<0.001)
and adults 65
and above
(ORs range,
0.66-0.67,
P<0.05).

department.

Level of Evidence (Critical
Appraisal Score) / Worth to
Practice /
Strengths and Weaknesses /
Feasibility /Conclusion(s)
Recommendation(s) /

Definition of abbreviations: Local health departments' (LHDs), International Classification of Disease (ICD), Healthcare Cost and Utilization
Project (HCUP), Odd ratio (OR
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Curr

Sample / Setting

Major Variables
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Definitions)

Measurement of
Major Variables

Data Analysis Study Findings

Level of Evidence (Critical
Appraisal Score) /
Worth to Practice /
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Recommendation(s) /
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Purpose of
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Conceptual
Framework

Sample / Setting

Major Variables
Studied (and
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Definitions)

Measurement of
Major Variables

Data Analysis Study Findings

Level of Evidence (Critical
Appraisal Score) /
Worth to Practice /
Strengths and Weaknesses /
Feasibility /Conclusion(s) /
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Cu344.) Currie L. B., Patterson, M. L., Moniruzzaman, A., McCandless, L. C., & Somers, J. M. (2018). Continuity of care among people experiencing homelessness and
mental illness: Does community follow-up reduce rehospitalization? Health Services Research, 53(5), 3400-3415. doi:10.1111/1475-6773.12992
To find out if
Longitudinal The study
Provincial
Dependent
The model
Study
Level of Evidence: Level I
continuity of care randomized recruited four
Medical
variables:
indicates that
findings
It is an experimental study. It is a
and community
controlled
hundred ninetyServices Plan
morbidity and
neither
show that a
longitudinal randomized control
follow-up
trials
seven participants [MSP]: were
mortality, rate of
outpatient
timely posttrial.
reduces
to the Vancouver records of all
readmission within medical
discharge
Feasibility:
rehospitalization
at Home based on outpatient
30 days postservices nor
plan is
The universal provision of
among people
a‐prior criteria for physician
discharge.
laboratory
necessary but medical services in the province
experiencing
homelessness and encounter and
services
not enough to reduces the role that economic
homelessness and
mental illness.
laboratory
Independent
within one
reduce the
disincentives may play in
mental illness.
services in the
variables:
week
risk of
delivering care to patients who
province.
Clinical best
following
readmission
live in poverty.
The Vancouver
practices
discharge
in this
Strengths:
at Home (VAH): timely outpatient
were
population.
The administrative data offered
is study
follow‐up
associated
comprehensive medical records
recruited
posthospital
with reduced
of both inpatient and community
participants.
discharge
likelihoods of
health care encounters during the
Confidence
hospital
five years before recruitment for
interval (CL),
readmissions
most participants. Study
Adjusted odd
within two
participants are rigorously
ratio (AOR)
months (AOR
selected.
= 1.17 [CI =
Weaknesses:
0.94, 1.46])
Data were available for only
and six
those that participated in the
months (AOR
study.
= 1.00 [CI =
Most of the sample participants
0.82, 1.23]).
are white and male, with no
However, a
female participants.
marginally
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Purpose of
Design /
Article or Review Method /
Conceptual
Framework

Sample / Setting

Major Variables
Studied (and
their
Definitions)

Measurement of
Major Variables

Data Analysis Study Findings

significant
finding at 12
months (AOR
= 1.24 [CI =
1.02, 1.52])
indicates that
participants
were more
likely to be rehospitalized if
they received
outpatient
medical care
within one
week of
discharge.

Level of Evidence (Critical
Appraisal Score) /
Worth to Practice /
Strengths and Weaknesses /
Feasibility /Conclusion(s) /
Recommendation(s) /
The current discharge planning
fails to sufficiently detail the
housing needs of patients leaving
the hospital without directly
addressing housing needs.
There are insufficient resources
to achieve recovery.
Conclusion:
Collaborative solutions spanning
health, housing, and social
welfare sectors are indicated to
prevent rehospitalization
Recommendation:
The findings presented in this
study indicate a compelling need
to address housing as an integral
component of hospital discharge
planning.

Definition of abbreviations: Medical Services Plan (MSP), The Vancouver at Home (VAH), Confidence interval (CL), Adjusted odd
ratio (AOR)
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5) DeCaporale-Ryan, L. N., Ahmed-Sarwar, N., Upham, R., Mahler, K., & Lashway, K. (2017). Reducing hospital readmission through team-based primary care: A
7-week pilot study integrating behavioral health and pharmacy. Families, Systems, & Health, 35(2), 217-226. http://dx.doi.org/10.1037/fsh0000269
Pilot study
Team of
Nurse care
Dependent
The average
The results
Level of Evidence: Level III
To provide
doctors, case
managers (CMs)
variable
reduction of 2.4 showed that
non-experimental studies only,
patients with
managers, and
medical assistant
Medication and
medications per 15 out 17
It is based on pilot study non
biopsychosocial
psychiatrist
(MA)
readmission.
patient reflects individuals
research.
care following
followed 17
primary care
psychosocial
a significant
studied
Strengths
hospital
patients after
providers (PCPs)
factors
difference, t
avoided
ability to effectively deliver
discharge to
discharge in a
Montreal Cognitive
(16) = 3.2060,
readmission at post-discharge care
reduce hospital
pilot study.
Assessment
Independent
p ≤ .01.
30 and 90-day the study was cost-effective.
readmission.
Rochester, New (MoCA)
variable
intervals, and
Weaknesses
York,
Care provided by
this study
small sample size and nature
population.
pharmacist,
reduced
of the data collected result in
Doctors and case
polypharmacy. limitations to the findings
manager.
the study was conducted with
Medication
only Caucasians. More
reduction.
research needs to be
biopsychosocial
undertaken on a large
therapeutic
population
duplications and
Recommendation
simplifying the
The initial success of this
medication
model and accompanying
regimen.
result make the researcher
confident to recommend that
other sites consider the
adoption of similar protocols
for their patients and staff.
Definition of abbreviations: Nurse care managers (CMs), medical assistant (MA), primary care providers (PCPs), Montreal Cognitive Assessment
(MoCA)
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6) Roos, E., Bjerkeset, O., & Steinsbekk, A. (2018). Health care utilization and cost after discharge from a mental health hospital; an RCT comparing community
residential aftercare and treatment as usual. BMC psychiatry, 18(1), 363. https://doi.org/10.1186/s12888-018-1941-2.
To investigate
the use of
(special
mental care
services) for
SMI in the
first 12
months of
discharge to
the
community

Randomized
controlled trial

Setting:
In the City of
Trondheim
(190,000
inhabitants), in
central Norway.
The MHH has
81 beds, half for
acute
admissions and
half for longstay patients.
Total of 41
participants

community
residential aftercare
(CRA)
mental health
hospital (MHH),
severe mental
illness (SMI)

Independent
variable: follow-up
services after
discharge.
Psychiatric nurse in
home support and
weekly consultation
by general
practitioner.
Dependent variable
Cost and hospital
readmission

The expense of
mental health
services for
one year is
38.5% less
than the
randomized
group. The
mean
difference is
95%confidens
e interval,
p=0.57 due to
low cost from
inpatient
hospitalization.
In the
intervention
group, p =0.42

Residential
aftercare
without
organized inhouse
activities can
reduce total
consumption
of health
services and
costs without
increased
hospital
admissions.

Level of Evidence: Level I It is
an experimental study. It is a
randomized control trial.
The strength provided complete
data on all participants.
Weaknesses:
Data The sample size was smaller
than what was pre-planned
The alternative explanation of
baseline difference is flawed in
the randomization and allocation
process.
Conclusion:
The study came from a good
source. Those transferring
patients ready for discharge from
a mental hospital to community
residential aftercare without
organized in-house activities can
reduce total consumption of
health services and costs without
increased hospital admissions.
Recommendations: more research
is needed to conduct on a large
population.

: Definition of abbreviations: mental health hospital (MHH), community residential aftercare (CRA), community mental health center (CMHC),
Treatment as usual (TAU), length of mental hospital inpatient stay (LOS), Severe mental illness (SMI)
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7.) Wyer, P., Stojanovic, Z., Shaffer, J. A., Placencia, M., Klink, K., Fosina, M. J., Lin, S. X., Barron, B., & Graham, I. D. (2016). Combining training
in knowledge translation with quality improvement reduced 30-day heart failure readmissions in a community hospital: a case study. Journal of
Evaluation in Clinical Practice, 22(2), 171-179. https://10.1111/jep.12450
To train clinical No research
In Allen
Evidence-based
Dependent
Thirty-day
A significant Level of Evidence: Level V
staff in
designs. It is
Hospital, a
practice (EBP),
variables:
HF
intervention
It is a quality improvement
knowledge
an evidenced 201-bed
Knowledge
readmission rate,
readmissions
decreases in
journal. It is based on
translation with
based quality community
translation (KT),
heart failure and
reduced from
hospital
experimental non research.
quality
improvement teaching
Teaching Evidence
death.
23.1% to
readmission
Strengths
improvement.
journal
hospital in
Assimilation for
16.4%
rates
for
They
use an
On how to
Northern
Collaborative Health
(adjusted OR =
interdisciplinary group
reduce
Manhattan,
Care (TEACH),
Independent
0.64, 95% CI = heart failure
patients
than
approach in the study, and it
readmissions
New York
the knowledge-tovariables:
0.42–0.97)
was evidence-based
within 30 days
City,
action (K2A) is a
New bilingual
during the year those at the
nearby
research that is replicable in
in a community
model of evidencepatient education
following
other hospitals.
hospital
based practice, the
booklet.
implementation university
electronic medical
Provision of a
. Equivalent
hospital has a Weaknesses
record (EMR),
scale for patients
rates in another minimal
The training program is
patientsat discharge.
hospital serving effect.
based on the importance of
interventionsStaff training and
the same
Significantly. enhancement projects to
comparisonseducation.
population but
Generally,
practice EBP learning and
outcomes (PICO),
The ‘teach back’
not part of the
readmission
skill acquisition.
The heart failure
program by
program was
rates at the
There is limited statistical
nurse coordinator
HFNC.
22.3% and
Allen
methodology. The data is
(HFNC) is the
20.2%
not complete. Conclusion
person in charge of
(adjusted OR = Hospital did
The hospital made some
patient training at
0.87, 95% CI = not vary
during the
changes that led to a
discharge. Heart
0.71–1.08).
failure (HF)
Observance to
same time
reduction in 30 days of
given HF
interval
hospital readmission, but it
quality
(10.7% for
was not significant. There
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measures
improved

2010 and
10.4% for
2011).

was no indication of a tradeoff between averting
readmission and mortality.

Definition of abbreviations: Evidence-based practice (EBP), Knowledge translation (KT), Teaching Evidence Assimilation for Collaborative
Health Care (TEACH), the knowledge-to-action (K2A) the electronic medical record (EMR), patients-interventions-comparisons-outcomes
(PICO), Heart failure nurse coordinator (HFNC) is the person in charge of patient training at discharge. Heart failure (HF)

